This study examined the association between social capital, at both the individual and the community level, and self-rated health among older adults in China. Using data from the 2008 Pilot Survey of China Health and Retirement Longitudinal Study, a series of multilevel logistic models were estimated in SAS 9.2. The association between social capital and self-rated health was examined among 996 adults aged 45 or older from two provinces in China, while controlling for demographic characteristics and socioeconomic variables. Our results suggest the significant association between certain aspects of social capital, at both the individual and the community level, and self-rated health. The individual-level social capital in the form of perceived help in the future and the social capital of community in the form of the availability of amenities and associations within the community were significantly related to self-rated health. A significant cross-level interaction effect between individual-and community-level social capital was also observed.
or less institutionalized relationships.'' For Bourdieu, social capital is the sum of the actual and potential resources that can be activated through membership in organizations and social networks. Coleman (1988, p. s118) defined social capital by its function as ''a variety of different entities having two characteristics in common: they all consist of some aspects of social structure, and they facilitate certain actions of individuals who are within the structure.'' According to Coleman, social capital includes obligations and expectations, information, and norms embedded in relations among persons. Putnam's social capital emphasizes the vibrancy of associational life and an informed public at the community level. And Putnam's (1993, p. 167) social capital is ''features of social organization, such as trust, norms, and networks that can improve the efficiency of society by facilitating coordinated actions.'' Another popular definition of social capital provided by Nan Lin (2001, p. 29 ) has defined social capital as ''valued resources embedded in a social structure that are accessed and/or mobilized in purposive actions.'' For Lin, social capital is resources derived from one's direct or indirect social ties.
The variations in these widely cited definitions are evident; yet, they share a similar assumption that social capital is a kind of social resource and may bring ''benefits accruing to individuals or families by virtue of their ties with others'' (Portes, 1998, p. 6) .
Social capital has also been increasingly recognized as an important concept in health research around the world. A considerable body of research has documented the proactive function of social capital in promoting better health (Fujisawa, Hamano, & Takegawa, 2009; Ichida et al., 2009; Kawachi, Kennedy, & Glass, 1999; Kim & Kawachi, 2006; Subramanian, Kim, & Kawachi, 2002) . Negative impact of social capital on health has also been documented. For example, Veenstra (2005) reported that community social capital, measured by the availability of public spaces, was negatively associated with mental health but was irrelevant to long-term illness and self-rated health in Canada.
Considering the increasing decline of physical health and the increasing need for support among older adults, social capital may be particularly meaningful for elders. And social capital theory has become a promising perspective that shed light on the health of older adults (Berry & Welsh, 2010; Ichida et al., 2009; Norstrand & Xu, 2011; Pollack & Knesebeck, 2004; Snelgrove, Pikhart, Stafford, 2009 ). However, the strength and direction of the association between social capital and elders' health varies depending on the measurement of social capital, methodological sophistication, and the study population. For example, Berry and Welsh (2010) found that social capital, measured as community participation, personal social cohesion, trust, and reciprocity, positively affected the general health and mental health of elderly Australians. Another empirical study by Snelgrove et al. (2009) evidenced the positive effects of social capital on self-rated health among the elders in Britain, with social capital being measured as social trust and civic participation. Further, a cross-national investigation of the United States and Germany by Pollack and Knesbeck (2004) reported that the health effect of social capital, measured by norms, was stronger among the elders in the United States than in Germany while participation in community groups was more strongly associated with health among the elders in Germany.
Potential Confounders in the Association of Social Capital and Health
Existing literature confirmed that socioeconomic status (SES) variables and demographic factors such as age, gender, marital status, education, and family income are important predictors of self-rated health (Franks, Gold, & Fiscella, 2003) . Consideration of confounding factors such as demographic and SES variables has been recommended as one of the key issues in studying the association between social capital and health (Harpham, Grant, & Thomas, 2002) . A number of previous studies on social capital and health controlled the effects from SES factors and demographic variables to test the net effects of social capital on health. These studies (e.g., Kawachi et al., 1999; Norstrand & Xu, 2011; Veenstra, 2005; Wang et al., 2008; Yip et al., 2007) indicated that the association between social capital and health persists even after controlling for SES and other demographic background variables.
Interactive Effects of Social Capital at Different Levels
With advances both in theoretical development and in methodological sophistication, the unit of analysis of social capital has been extended from the individual level to community level and even to the national level (Portes, 1998) . Scholars (De Silva, Huttly, Harpham, & Kenward, 2007; Kawachi et al., 2004) also suggest that explicit tests of the complex cross-level interactions between individual and contextual levels may yield a more complete pattern of associations between social capital and individual health. For example, study by De Silva, Huttly, Harpham, and Kenward (2007) suggests that the individuallevel social capital is partly influenced by what is available to individuals within the community. Similarly, the community-level social capital is also determined by the individual-level social capital of its residents. Empirical studies also indicated that the health effects of individual-level social capital is dependent on community context-individuals with a high level of trust are more likely to report better health in high-trust communities (Subramanian et al., 2002) or countries (Poortinga, 2006) . A study by Wang, Schlesinger, Wang, and William (2008) also evidenced that the individual-level social capital, measured by trust and mistrust, interacts positively with village-level social capital to affect health in rural China.
Social Capital and Health in the Chinese Cultural Context
Unfortunately, most of the empirical evidences were from Western industrialized countries. These countries have social settings quite different from China, particularly when considering the availability of old-age support and caring systems.
Only limited research has focused on the association between social capital and health/well-being in the Chinese cultural context. Whether social capital has any impact on health among Chinese is still unclear. For example, both empirical research by Wang et al. (2008) and Yip et al. (2007) confirmed the positive influence of social capital, measured by trust at both individual and community level, among rural residents in China. Another study by Norstrand and her coauthor (2011) indicated that social capital, measured by the close ties among family members, friends, and neighbors, mutual help between people, and number of years of being a Communist Party member, was significantly associated with health among urban Chinese older adults, but not for older adults in rural areas.
Meanwhile, the term ''social capital'' is still encapsulated by some ambiguities both in its conceptualization and measurement (Harpham et al., 2002; Portes, 1998; Szreter & Woolcock, 2004) . From the existing literature on social capital and health, it appears that the social variables most often being used as reflection of social capital are trust, participation in voluntary organizations, social support, perceived help, network, and so on (Berry & Welsh, 2000; Fujisawa et al., 2009; Kawachi et al., 1999; Putnam, 1993) . But some empirical studies have doubted the full applicability of using indicators and questionnaires developed in Western cultural context to measure social capital in Chinese society (Norstrand & Xu, 2011; Xu, Perkins, & Chow, 2010) . And the literature has not yet reached a consensus on how to measure social capital in the Chinese cultural context. For example, three studies on social capital and health in the Chinese context (Norstrand & Xu, 2011; Wang et al., 2008; Yip et al., 2007) varied from each other in measuring social capital. Further, social capital at the community level in these studies was aggregated by individual-level perceptions (Wang et al., 2008; Yip et al., 2007) . Such measurement may be subject to potential errors (Mohnen, Groenewegen, Volker, & Flap, 2011; Wang et al., 2008) . Moreover, these studies (Wang et al., 2008; Yip et al., 2007) were usually conducted in limited townships and are limited in representing the more general characteristics of the social and economic life of older Chinese adults.
Study Objectives
Current Chinese cultural context is an interesting and unique setting to study the dynamics between social capital and health among older adults. The conceptualization of social capital emphasizes social capital as social resources and reciprocity embedded in social networks with others (Bourdieu, 1986; Coleman, 1986; Lin, 2001; Putnam, 1993) . Network resources and reciprocity with others have always been valued in the traditional Chinese cultural norm of collectivism. However, China has undergone enormous social, economic, and political changes over recent decades, which have presented mounting challenges to maintaining such traditional Chinese cultural values. The changing scenarios of demographic structure together with the social forces of urbanization and globalization have been transforming the family patterns and family life of ordinary Chinese people. Traditionally upheld virtue of filial piety seems dismantling and family support of old age in current China is mainly practiced by the sharing of family expenses and spiritual solicitude at the time (Tang, 2007) . All these transformations of social behaviors and cultural norms seem to be disintegrating the traditional social networks related to family kinship and the traditional dynamics of reciprocity and mutuality in Chinese culture.
Meanwhile, organized social services for the elderly in China are not yet well developed. And, facilities for subsidized institutional care for the elderly are still limited in China. China's elderly care facilities have beds for just 1.6% of its 176 million citizens over 60, and most of these facilities are concentrated in the largest cities (Balfour & Khan, 2012) . Policy makers are still looking to help from family members and communities to care and to maintain a healthy life for the elderly (Balfour & Khan, 2012; Ding, 2003) . Since 1990, the Chinese government has promulgated a series of ''community construction'' programs to mobilize mutual help and support at community level to provide needed support for the elderly population (Pei & Tang, 2011) . The many social and health changes in China are raising many questions related to the health of the Chinese elderly and the impact of their networks as well as the mutuality and reciprocity embedded in their networks in the transformation era of China.
The present study extends the current literature of social capital and health in China by (1) using a more representative sample with more diversified living conditions and health situation from a recently collected data set; (2) trying to provide a more comprehensive treatment of social capital at both the individual and the community levels by closely following the seminal definitions of ''social capital'' and the specific cultural context of China; (3) The individual-level social capital was measured by individual's perception while the community-level social capital was tapped from community survey data; and (4) examining the interaction effects between individual-level social capital and community-level social capital.
Conceptualization of Social Capital
Following the four major streams of defining ''social capital,'' this study conceptualizes social capital as a feature of associational life at both the individual and the community levels. And the measurement of social capital in this study was trying to reflect some of the structural and cognitive aspects of social capital included in the Adapted Social Capital Assessment Tool (A-SCAT) proposed by Harpham, Grant, and Thomas (2002) . According to Harpham et al. (2002) , A-SCAT is designed to measure structural and cognitive social capital in developing country with low-income level and literacy rates. Further, structural social capital includes the connectedness with others both in formal and informal organizations, while cognitive social capital refers to the attitudinal manifestations such as trust, and sense of belonging.
Method Data
Data for this study were from the 2008 Pilot Survey of China Health and Retirement Longitudinal Study (CHARLS), an ongoing collaborative project of the University of Southern California, Oxford University, and Peking University in China. Designed to be comparable with related aging surveys such as Health and Retirement Study and the Survey of Health, Aging and Retirement in Europe, CHARLS is a survey of older adults aged 45 or above in China (Zhao, Strauss, Park, & Sun, 2009 ). The 2008 pilot survey was conducted in Gansu and Zhejiang provinces in China. Altogether 2,685 individuals aged 45 years or older were randomly sampled from 96 communities in 16 counties from these two provinces. Communities were defined as per official administrative places, including administrative villages (cun in Chinese) in rural areas and neighborhoods (shequ in Chinese) in urban areas. The 96 communities in CHARLS 2008 pilot study included 74 villages and 22 neighborhoods.Collected by face-to-face, computer-aided personal interview, CHARLS data include both household survey data and community survey data. Household survey provides information about demographics, health, family, health care, and household consumptions. Community survey provides information of important infrastructure available in the community, and the community-based facilities and services often used by the elderly. The community-level data were collected from official records and interviewing community central committee directors. The present study used data from the household survey and community survey.
CHARLS is designed as a member of the set of international aging surveys. Previous studies (Hung, Kempen, & Vries, 2010; Matsubayashi, Ishine, Wada, & Okumiya, 2006) have indicated that aging is socially and culturally constructed so the cultural norms, perceptions, and self-awareness of the reality of aging vary among different cultures. The average retirement age in China (51.2) is 10 years lower than the world's average (French, 2007) . And many blue-collar workers have been allowed to retire in their 40s. Some studies on the Chinese elderly used sample of older adults aged 45 or older (Strauss et al., 2010) . So, in this study, we did not further select the study sample based on age criteria but just included all respondents in this data set.
Variables and Measures
The dependent variable was self-rated health, in response to the question that asked the respondent to rate his or her general health on a 5-point scale of very good, good, fair, poor, and very poor. The majority (72.2%) of the respondents in this sample self-assessed their health as good or very good. There is not sufficient variation among the other health categories to detect statistical significance. So, we just followed the prior practice on health studies (e.g., Yip et al., 2007) to collapse the responses into two categories that contrast ''at least good health'' (1 ¼ good, very good) against ''fair or poor health'' (0 ¼ very poor, poor, and fair).
Our main independent measures of interest reflect social capital, which was measured at both the individual and the community levels and will be examined from two broad dimensions of structural and cognitive social capital included in the A-SCAT proposed by Harpham et al. (2002) . As suggested by scholars (De Silva et al., 2006; Szreter & Woolcock, 2004) , social capital is culturally relative to specific political, constitutional, and ideological developments in different cultural settings. Previous study on social capital and health in the Chinese context (Yip et al., 2007) suggests that policies aimed at producing an environment that enhances social networks and facilitates the exchanges of social support hold promise for improving the health and well-being of the Chinese population. So, our study tried to use available indicators from CHARLS 2008 pilot survey data to capture the dynamics related to older adults' connectedness and mutual support with others particularly, which are not only emphasized in the seminal definitions of ''social capital'' but valued in traditional Chinese cultural norms.
At the individual level, structural social capital was measured by the older adult's network size, whether the respondent has received any help (monetary or nonmonetary) from others (1 ¼ yes, 0 ¼ no); whether the respondent has provided any help (monetary or nonmonetary) to others (1 ¼ yes, 0 ¼ no). Older adult's network size is a composite measure summed by respondent's responses to ''the number of children,'' ''the number of siblings still alive,'' and ''the number of married siblings.'' Family connection has been proposed as important aspects of structural social capital (Harpham et al., 2002) and has been used in previous studies to measure social capital (Bullen & Onyx, 1998) . Studies on social capital in the Chinese society (Bian & Li, 2001; Zhao, 2002) indicate that the type of role relation has a very strong correlation with network dynamics. Unlike the relationships between ''friends'' and ''acquaintances'' that are usually weak, relationships between ''relatives'' usually build very strong relationships to induce more mutuality and reciprocity among themselves. And the number of ''relatives'' has been used as an indicator of social capital in the Chinese society (Bian, 2004; Zhao, 2002) . Cross-cultural studies on aging also indicated that Chinese culture perceive the connection and mutuality between extended families as an important component of healthy and successful aging (Hsu, 2007) . So this study adopted the network size of the respondent, summed by the key family members, and extended family members of the older adult, to measure the respondent's connectedness with the family. According to Harpham et al. (2002) , general support is still an important dimension to tap social capital in developing areas with lower economic levels. Also, following other social capital and health studies in developing countries (De Silva et al., 2006 , this study used the respondent's social support dynamics to measure the structural dimension of the individual-level social capital.
Cognitive social capital at the individual level was tapped by two dichotomous measures that capture the perceived availability of future help and support, and trust between the respondent and others: whether the respondent was born in the current community and whether the respondent believed that he or she could receive the needed help in the future (1 ¼ yes, 0 ¼ no). Being born in the current community implies having been living in the community for long time. The length of residence has been used to measure social capital in other cultural setting (Cooper, Arber, Fee, & Ginn, 1999) . In urban communities in China, since staffs from the same work unit usually live in the same apartment duplex or neighborhood provided by the work unit, many ''neighbors'' are also friends and colleagues at the same time (Zhao, 2002) . Whereas in rural China, with Chinese culture's clan legacy, being born in the same village the respondent was living during the interview would imply that most of the respondent's neighbor were actually his or her extended family members with the same family name and thus more ties and trust with his or her neighbors. So, birthplace of the respondent is appropriate to capture trust at the individual level in the Chinese cultural setting.
Structural social capital at the community level was measured by the number of amenities and associations available for the elderly within the community. Previous study (Veenstra, 2005) has used the availability of public spaces within community to measure community social capital. In addition, the Chinese government initiated setting amenities and associations for the elderly people with the aim of mobilizing mutual support within community (Pei & Tang, 2011) . And more amenities and associations for the elderly would imply greater access to help and mutual support and rapid diffusion of information and behavioral norms within the community. This variable was a summed number of recreation facilities (e.g., exercise facilities, room for card games, and chess games, etc.), organizations, and associations (e.g., elderly association, activity center for the elderly, etc.) available for older adults to use. The cognitive social capital at the community level was measured by the number of years the central community committee office has been in existence. According to Poortinga (2006) , community committee indicates the sense of neighborhood connection, and the history of community committee can be used to measure the social capital at the community level. In China, the community central committee office is the lowest level of official administration which is responsible for routine functions of civil affairs within the community. The community committee office in China has a very close link with its residents and most of the time it represents its residents (Tian, 2000) . The longer the history of the community central committee, the easier the community residents would get a ''sense of collective identity'' and ''fellow feeling'' and ''sense of belonging'' with their residential community.
Following the previous studies on social capital and health (e.g., Kawachi et al., 1997; Norstrand & Xu, 2011; Veenstra, 2005; Wang et al., 2008; Yip et al., 2007) , respondent's SES (education and household expenditure) and demographic characteristics (gender, age, and marital status) were included as control variables. Scholars (Deaton, 1997; Narayan & Pritchett, 1999; Strauss et al., 2010) agree that household expenditure is a much better index of economic well-being in developing areas, especially in more rural regions. According to these scholars, reliable current income is difficult to get for self-employed peasants in rural areas and tend to be quite volatile, so expenditure can be a better measure of income for rural residents, and it is widely used to measure household income in research on Chinese societies (Strauss et al., 2010; Wang et al., 2008; Yip et al., 2007) . Therefore, in this study, household expenditure rather than household income or individual income was selected to indicate the respondent's economic situations. Respondent's Hukou status was also included as control variable. Hukou status is a primary and salient social identity in China. Hukou system categorizes Chinese people into two groups of rural and urban, with urban residents being privileged in economic resources, education, employment, and social welfare benefits (Liu, 2005) . Respondents were from two provinces, with Gansu being one of the poorest province while Zhejiang one of the most economically vibrant province in China. So, a dummy variable for province with 1 ¼ Gansu and 0 ¼ Zhejiang was also included to compare differences across these two provinces.
Statistical Analytical Strategies
A series of multilevel logistic regression models were estimated with GLIM-MIX procedure in SAS 9.2. Impacts of the individual-level factors and the community-level social capital variables were assessed as the fixed effects, whereas the variations across communities were assessed as random parameters. All models utilized the logit link function, with the logarithm of the odds of good health as the outcome.
Firstly, a two-level null (empty) model of 996 individuals (Level 1) nested within these 96 communities/villages (Level 2) with no predictor variables in the fixed or the random parts of the model was tested. The probability of good health was only the function of the community where the respondent lived. The model notation goes as:
In this model, the subscripts i and j reflect respondent and the communities the respondent was living in, respectively; p ij measures the probability of respondent to report good health status; b 0j is the sum of an intercept that vary over the communities; and e ij refers to the random component of the error term.
The individual-level variables were then included in the model (Model 2) to examine the impact of individual-level predictors (b 1j X ij ), including the individual's basic demographic information, SES, and individual-level social capital among respondents in different communities:
The next model (Model 3) included all the individual-level predictors (b 10 X ij ), but further considered the fixed effect of the community-level social capital variables (b 01 W j ):
Finally, an interaction term was added (Model 4) to test whether there were any intersections (b 11 W i X ij ) between the individual-level social capital and the community-level social capital:
Specifically, an interaction term formed by the respondent's perceived help in the future with the years of community committee has been in existence was included. Set as the leading organization at the community level, community central committee in China is responsible for providing routine old-age support and organizing the needed services for the elders at community level (Xu et al., 2010) . One might expect a positive interaction between the respondent's perceived availability of needed help and support and the history of central committee in the community-whether the health effects of the individual level perceived help in the future will be conditional on the history of community central committee.
Results
Listwise deletion of missing data produced a sample size of 996 at the individual level and a sample size of 96 at the community level. A T-test indicated that there were no significant differences between the respondents included in the final sample and those deleted in terms of such key variables as health and social capital measures in this study. Respondents included in the final sample were younger than those deleted and most of them were rural residents. The mean age of the final sample is 59.9 with a standard deviation of 0.35. And most respondents in the final sample were between 45 and 64. The respondents on average had a poor educational background. The majority of them were married and were living with their spouses in rural areas. More than half respondents self-assessed their health as at least good. Table  1 presents a summary of the variables used in the final analyses. Table 2 presents the results from multilevel logistic models. Logits were converted into odds ratios (OR) and were reported in Table 2 . Also reported were the 95% confidence intervals, established by experience Â (coefficient + standard error).
The null model with no predictors (Table 2, Model 1) indicated a significant variation in self-rated health of respondents in 96 communities (s 2 m0 ¼ 0.95, intraclass correlations [ICC] ¼ 0.224). A reduction of 0.22 in the random parameter from Model 1 to Model 2B indicates that some of the variations found by Model 1 were explained by differences of sociodemographic characteristics in the population.
As expected, gender, age, and Hukou status were significantly associated with respondents' self-rated health (Table 2, Model 2A) . The predicted odds of reporting good health for males was about 48% higher than it was for females (OR ¼ 1.48) . Similarly, respondents with urban Hukou status (OR ¼ 1.87) were 87% more likely to report good health than respondents with rural Hukou status. Respondents aged 60 years or older on average had reported worse health compared to respondents younger than 60. Further, the respondents in Gansu province (poorer area) reported significantly worse health (OR ¼ 0.35) compared to respondents in Zhejiang province (wealthier area).
After adjusting for individual-level socioeconomic variables (Table 2 , Model 2B), the effects of age (OR ¼ 0.65), urban Hukou status (OR ¼ 1.77), and province of residence (OR ¼ 0.34) were still significant. But the effect of gender lost its significance. Both education and annual household expenditure were significantly related to self-rated health. Respondents who had received some formal education were 50% more likely to report good health (OR ¼ 1.50) compared to those illiterate. But the effect of household expenditure was significantly negative (OR ¼.96). Each additional 1,000 Chinese Yuan increase in the annual household expenditure was associated with a 4% decrease in the predicted odds of reporting good health.
After adding five individual-level social capital variables (Table 2 , Model 2C), still significant were the effects of age (OR ¼ 0.66), province of residence (OR ¼ 0.33), education (OR ¼ 1.87), and annual household expenditure (OR ¼ 0.92). The effect of Hukou status no longer showed any statistical significance. This implies that the effect of rural-urban Hukou status on selfrated health was somewhat confounded by the individual-level social capital. Among the significant social capital variables were the respondent's perceived help in the future and whether the respondent had received any help from others. Respondents who were sure that they could get the needed help and support in the future were more likely to report good health compared to those who were not (OR ¼ 1.43). However, respondents who reported that they had received help from others were more likely to report poorer health compared to those who had never received any help from others.
Community-level social capital variables were added in Model 3. Statistical results indicate that the number of amenities or associations available for the elderly within the community was significantly associated with self-rated health (OR ¼ 1.13, p < .05) among the respondents. The more amenities or associations available for the elders within the community, the increased odds of better self-rated health among the older adults. Also, introducing social capital variables at the community level did not change the significant impacts of age, education, annual household expenditure, receiving help from others, and the individual-level social capital measured by the perceived help in the future. And the magnitudes of effect from perceived availability of support and receiving help from the others were consistent even with the inclusion of the community-level social capital variables.
The effect of interaction term formed by ''perceived help in the future'' and ''years the community committee has been in existence'' was found to be significant (Table 2 , Model 4, OR ¼ 1.14, p < .05). It indicated that the longer the history of a central committee office within the community, the more likely the self-rated health of respondents would be significantly influenced by their perception of getting the needed help or support in the future.
Comparing the values of model fit statistics in these six models indicate that the model that included social capital at both the individual and the community levels were comparatively better ( 
Discussion and Implications
First of all, our study finds support that certain dimensions of social capital at both the individual and the community level were significantly associated with health among the Chinese elderly. Consistent with other studies on social capital and health status among Chinese population (Wang et al., 2008; Yip et al., 2007) , our study indicates that the cognitive dimension of individual social capital, measured by the perceived help in the future, was significantly related to self-rated health among the respondents even after accounting for individual demographic and SES variables. And the magnitude of effect from the perceived availability of support was consistent even with the inclusion of the community-level social capital variables. Also in line with previous study on the relationship between social capital and health in the Chinese context (Yip et al., 2007) , our results did not confirm the significant association between structural social capital at the individual level and health status. This suggests that the individual-level cognitive dimension rather than the structural dimension of social capital is important to the perceived health of older Chinese adults. This result also supports the conclusion drawn by Fujisawa, Hamano, and Takegawa (2009, p. 503 ) that ''cognitive social capital has an impact not only in Western societies but also in Asian societies.'' Further, the importance of perceived help in the future testifies to the legacy of traditional cultural values in the Transformation Era of China. As stated in a popular saying in China-''We need to raise children in order to get needed help in old age (in Chinese yangerfanglao),'' traditional Chinese culture emphasizes the expected obligations of the adult children to care for their aged parents. With its rapid economic development and globalization, there has been a fading emphasis of adult children's obligations to their parents (Tang, 2007) . However, it appears that legacy of traditional culture is still affecting people's life, such as through their perception of their health. It also implies that whether one can get the needed help and support when in need is a looming concern among older Chinese adults. And, Chinese government is confronted with the challenge to create safety nets to its elderly population to help them to live a healthier life.
Another individual-level social capital variable, whether the respondent had received any help from others, was found to be significantly but negatively related to good self-rated health. Our analysis did not support the positive impact of receiving help on health reported in the previous studies (Fujisawa et al., 2007; Kawachi et al., 1999) . One possible explanation for the negative direction is that we did not make a distinction between monetary and nonmonetary help. Based on their study of social capital and health among older Chinese adults, Norstrand and her coauthor (2011) have argued that in the Chinese context, material support impacted health in a different way from that of the emotional support. Another possible explanation is that some respondents received help just because they were in need of help owing to their poor health. Since 1990s, the Chinese government has practiced such programs as minimum standard of living program, old-age endowment insurance, and the Five Guarantees (Wubaohu in Chinese) support program to provide benefits to the elderly population, especially those with long-term illness and poverty (Ding, 2003) . However, this unique effect has yet to be examined with further research.
Other individual-level social capital measures such as the respondent's network size and birthplace showed the same pattern of increasing the odds of better self-rated health, though insignificant. The insignificant associations between self-rated health and these two variables also reflect the changing dynamics of family life and neighborhood life accompanying China's rapid economic development and the subsequent migration and urbanization. Zhan (2004) has indicated that the traditional social networks related to family kinship in Chinese culture have been disintegrating due to the changing dynamics of family life. Similarly, the increasing availability of information and transport technology from economic progress has been fostering the feeling of being alienated and reducing people's commitment to specific areas such as neighborhood (Ballantine & Roberts, 2012) .
Study by
In line with previous studies in Western context (Kawachi et al., 1999; Lindstrom, Moghaddassi, & Merlo, 2004; Mohnen et al., 2011; Subramanian et al., 2002) and studies in the Chinese context (Norstrand & Xu, 2011; Yip et al., 2007) , our statistical results confirmed the significant association between community-level social capital and better health independent of individual-level demographic characteristics, SES, and individual-level social capital. Structural dimension of community-level social capital, in the form of the number of the amenities and association within the community available for the elderly, was found to be positively associated with good self-rated health among the respondents. The more amenities and associations available for the elderly within the community implies that there were more available public spaces and more accesses to mutual support, and rapid diffusion of health information and healthy norms of behavior (Kawachi et al., 1999; Putnam, 1993; Veenstra, 2005) . Also, such amenities and organizations may induce more collective actions, which hold promise for improving the health and well-being of the Chinese population by promoting healthy behaviors (Norstrand & Xu, 2011) and by producing an environment that enhances social networks and facilitate the exchange of support (Yip et al., 2007) .
The community-level cognitive social capital indicator, number of years the community committee office has been in existence, was not associated with the respondent's self-rated health. However, the cross-level interaction term formed by the respondent's ''perceived help in the future'' and ''years the community committee office have been in existence'' was found to be significant. Self-rated health of respondents living in communities that had established their community committee earlier was more likely to be influenced by their perception of getting the needed help in the future. This implies that the effect of individual cognitive social capital on self-rated health is conditional on the history of the community committee office. This result also supports the finding by Wang et al. (2008) that individual-level cognitive social capital interacts positively with community-level cognitive social capital to affect the health in China. The committee office within the community in China is responsible for assisting in implementing policies and programs from the central and regional governments, protecting resident's legal rights, and providing services to its residents. It is generally believed that such committees and the persons serving on these committees are always trusted and regarded as the sources for consultation, help, and protection whenever community residents are in need of (Tian, 2000) . The puzzling impact of community committee office also reflects the ordinary people's mixed feelings of governance in the transformation era of China. On one hand, market economy has gradually reduced the role of local government in satisfying ordinary people's basic living needs. On the other hand, the effects of a planned economy and the cultural tradition of collectivism were still lingering around. The significant interaction between the individual cognitive social capital and the community social capital also suggests that the Chinese government needs to practice effective policies and programs to enhance social capital at the community level to improve health status of its elderly population.
In addition, the random parameters across communities (s 2 m0 ) and ICCs from our statistical analysis indicated that self-reported health among older Chinese adults had some variability that could be reasonably attributed to the community. We observed significant random parameters across communities in all multilevel models. This implies the important influence of community contexts in shaping health patterns among the respondents. The consistent significant random parameters across communities indicate that smaller spatial units such as the village (cun in Chinese) in rural areas and the neighborhood (shequ in Chinese) in urban areas may not be regarded merely as the boundaries of administration in China. They are also substantial units of society that exert a meaningful influence on elderly residents' health. This result further implies that there are still great differentiations in economic and social life between different communities in China, even with its rapid developing economy in recent years. The Chinese policy makers are challenged to narrow the differences across different groups in different regions.
Although this study has a number of strengths, it also has several limitations. First, the data are from a cross-sectional study, so it is difficult to test the possible reverse causality between social capital and health, suggested by other scholars (Norstrand & Xu, 2011; Subramanian et al., 2002; Wang et al., 2008) . The possible reverse causality cannot be ruled out in this study. Second, this study is limited in its large number of missing cases. CHARLS pilot study requires that the questionnaire items about older adult's health status and the transfer and mutuality with others can only be answered by the older adults themselves and no proxy respondent can answer these questions. So, the final sample in this study only included the older adults who were present during the interview. The T-test revealed no significant differences in terms of health and social capital variables between the older adults included in the final sample and the deleted ones. But the large number of missing cases undoubtedly hampered the final statistical results. Third, the assessment of social capital in this study is limited. As argued by Harpham et al. (2002) that most analyses from secondary data that were not specifically designed to tap social capital would be constrained in measuring all the key aspects of social capital proposed in theory. CHARLS was not specifically designed for tapping the social capital among older adults in China. So, several other indicators of social capital examined in previous studies, such as the civic participation and voluntarism (Putnam, 1993; Subramanian et al., 2002) in Western context, and Communist Party affiliations in Chinese context (Norstrand & Xu, 2011; Yip et al., 2007) were not tested in this study. Further, the community-level data were collected from official records and interviewing community committee director. One possible limitation of such data is the possible bias and distortion of the director in reporting the communitylevel information. Another limitation of this study is that this study did not include other physical and mental health measures in the multilevel logistic regression models. Accordingly, the evidence of relationship between social capital and health presented in this study may not be taken to mean that similar effects exist for other dimensions of social capital.
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